Myelofibrosis may be a complicating feature of many diseases including lymphoma, metastatic carcinoma, leukaemia and aplastic anaemia, under which conditions it is termed secondary myelofibrosis (Pitcock et al., 1962 Korst, Clatanoff & Schilling (1956) found it in only eleven of their twenty-three cases.
Case report
The patient, a female aged 65, was admitted to hospital with a 6-month history of loss of weight and appetite, weakness and severe diarrhoea. A radium menopause had been carried out 20 years previously for menorrhagia.
On examination there was pigmentation of exposed areas of skin, pallor of mucous membranes and marked oedema of the legs and anterior abdominal wall, but no ascites. The spleen was palpable and firm and the liver grossly enlarged and tender with some nodularity. There were clinical signs of a left pleural effusion. This was confirmed by a chest X-ray which also showed a marked sclerosis of bone (Fig. 1) . Subsequently the left pleural reaction diminished on X-ray followup, but did not disappear, and later a right-sided (Fig. 3) .
Throughout most of her illness the haemoglobin ranged from 8-2 to 9-5 g/100 ml but terminally fell to 7-5 g/100 ml. The PCV averaged 29% and the MCHC varied from 29% to 33%. Reticulocytes, at first 2%, reached 5% in the late stages of 
Necropsy
There was clear amber fluid in both pleural cavities. Over the visceral pleural surfaces of both lower lobes and in the case of the right, especially the diaphragmatic surface, there were discrete flat white nodules with serrated edges, measuring from 1 to 2 cm in diameter. In places they had become confluent forming large plaques. The (Follis & Jackson, 1943; Craven, 1964) . Furthermore X-ray of the lumbar vertebrae failed to reveal the 'Rugger Jersey' sign of renal osteodystrophy (band-like increases in the density of the upper and lower parts of the vertebral bodies) described by Dent (1955 Lowman, Bloor & Newcomb (1963) and Appleby et al. (1964) .
Intrathoracic extramedullary haematopoiesis showing on chest X-ray as fairly large, welldefined, lobulated masses located posteriorly in the paravertebral gutters can present a difficult diagnostic problem. Such a picture may occur in seminoma metastases and reticulosis (Shanks & Kerley, 1962 ) but a suspicion of such lesions being due to tumour-simulating extramedullary haematopoiesis may be raised by the blood findings, or by radiological evidence of bone marrow disease.
Early reports of intrathoracic tumour-simulating extramedullary haematopoiesis were based on autopsy findings. The first diagnosis on clinicoradiological grounds, in a patient with acholuric jaundice, was presented by Ask-Upmark (1945). Another case was described by Knoblich (1960) in which an initial diagnosis of intrathoracic neurofibromata was made. In two cases of congenital haemolytic anaemia with paravertebral masses demonstrated by chest X-ray, thoracotomy was considered mandatory to exclude neoplastic disease (Hanford, Schneider & MacCarthy, 1960 (Burton et al., 1960) showed no appreciable pancreatic secretion although the biliary fraction was normal. Radiological studies of the alimentary tract and gall bladder were normal. The anaemia (Hb 9-6 g/100 ml) was due to thalassemia minor (/, chain type, Hb A2 4-1%, Hb F 1-5%).
Laparotomy revealed a nodule (7 mm diameter) on the medial wall of the second part of the duodenum at the orifice of the pancreatic duct, which was obstructed 1 cm from its entry into the duodenum. The pancreas was small and atrophic.
The bile duct opened into the duodenum 2 cm proximally to the pancreatic duct. The obstructing nodule was excised. Histological examination 
